Penile Ulcer: An Unusual Presentation of Cholesterol Emboli  by Bhasin, N et al.
SHORT REPORT
Penile Ulcer: An Unusual Presentation of Cholesterol Emboli
N. Bhasin,1 D. C. Berridge,1* D. J. A. Scott,1 K. Miller2 and P. P. Whelan3
Departments of 1Vascular and Endovascular Surgery, 2Histopathology, and 3Pyrah Department of Urology, St
James’s University Hospital, Leeds, UK
Key Words: Peripheral vascular disease; Cholesterol emboli; Penile ulcer.
Introduction
Penile necrosis complicating cholesterol embolism is
very rare; only five cases have been described.1 – 3
We report a case of penile ulceration caused by
cholesterol emboli in a patient who presented with
bilateral lower limb ischaemia.
Case Report
A 71-year-old cachectic gentleman was admitted with
critical ischaemia. He complained of generalised
muscle pain and digital necrosis bilaterally. His
previous medical history was a vagotomy for duode-
nal ulceration, cholecystectomy, non-insulin depen-
dant diabetes mellitus, hypercholesterolaemia,
hypertension and angina. He had smoked 15 cigarettes
a day for 59 years. Blood investigations revealed a
microcytic anaemia with an normal serum urea,
creatinine and electrolytes, and a cholesterol of
2.0 mmol/l (on a statin).
Angiography via Common Femoral and Profunda
Femoris arterial punctures with a 4 French catheter
along with Magnetic Resonance Angiography
reported non-reconstructable peripheral vascular dis-
ease, predominately crural vessel disease, and the
outcome was a right above knee and left below knee
amputation.
Investigation of the microcytic anaemia revealed a
caecal lesion. The patient failed to tolerate a barium
enema and, therefore, underwent a CT scan. The
patient refused further investigation and treatment.
Post operatively the patient complained of dysuria
and bleeding from a 7 mm glans penis ulcer which
was not present three weeks previously. He was
referred to the Urology team who arranged an urgent
out patient appointment. On review of the arterio-
grams the internal iliac arteries were diseased but
patent and the pudendal arteries were not visualised.
There were no high-pressure injections during angio-
graphy which was three months prior to the team
being made aware of the ulcer. The patient underwent
multiple surgical procedures with the last being
revision of a right below knee amputation to above
knee amputation sixteen days prior to the team being
made aware of the ulcer.
The patient failed to attend this appointment and
was readmitted 2 months later requiring refashioning
of his right stump. The glans penis ulcer had increased
in size to 3 £ 3 cm and clinically was consistent with a
squamous cell carcinoma. He underwent partial
penectomy and histology revealed cholesterol clefts
within the vessels suggestive of cholesterol emboli
with no evidence of vasculitis, infection or neoplasia
(Figs. 1 and 2).
Discussion
Cholesterol crystal embolization (CCE) is character-
ised by embolization of cholesterol crystals in different
organs from arteriosclerotic plaques in the walls of
major arteries,2 mainly the infra renal abdominal
aorta, iliac and femoral arteries.1,3 Ischaemic necrosis
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of the perineal area is not surprising as emboli pass
down the internal iliac artery, particularly when the
femoral arteries are occluded.3,4 The glans penis
arterial supply is from the dorsal artery of the penis
which is a terminal branch of the internal pudendal
artery arising from the internal iliac artery and we
believe it is through this route that embolization
occurred.
The frequency of CCE in autopsy studies is 1–17%.2
CCE takes two forms, the acute form where multi-
systemic manifestations occur due to spontaneous
embolization, or in 10–35% of cases post surgery,
interventional radiological procedures, or anticoagu-
lation.2 The chronic form generally presents with
progressive renal failure.2 The presenting feature is
renal failure in 30–50% of cases with cutaneous
findings, livedo reticularis, and blue toes in 15–35%.2
The occurrence of dysuria in a patient with penile
necrosis and purple toe livedo reticularis must raise
the possibility of Multiple Cholesterol Emboli Syn-
drome (MCES).1,3
A patient with MCES has acute onset of intense
muscle pain in the legs with purplish skin discolor-
ation leading to ischaemic necrosis.3 The mortality rate
has been quoted at 81%, but less severe in the chronic
form.2
Treatment of MCES is generally unsuccessful3 but it
is accepted that anticoagulation must be stopped.
High pressure injections during arteriography must be
avoided to prevent embolisation.3
We report a possible case of MCES resulting in
penile necrosis. This phenomenon must be considered
in all vascular patients who present with penile
ulceration.
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Fig. 1. Occluded vessels with cholesterol clefts. Fig. 2. Area of glans necrosis with normal squamous
epithelium.
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